union was often absent. Here, he thought, the line of treatment by operation was that one or both fragments of the scaphoid should be excised; he had found both methods to give a good functional result. Fractures near the shoulder-joint did not usually demand operation, because the movements of the scapula vicariously took on the movements lost at the shoulder-joint. He agreed with what Mr. Paterson said concerning the overdoing of X-rays in these matters. He was willing to agree that the X-ray picture which he had himself handed round proved nothing and shoued comparatively little, because it did not indicate how much movement the child had. He showed another picture of a T-shaped fracture of'the lower end of the humerus in a man, which again was fallacious, as all X-rays must be; this had been treated by open operation and a Y-shaped Lane's plate applied. The X-ray suggested a perfect result and showed no anatomical cause for limitation of nmovement to some forty-five degrees. It would be granted that after such an injury even so limited a range was not to be expected after splint treatment, and the patient evidently found little inconvenience from it, as he could not be persuaded to take further steps to increase it, saying he could carry out all movements he wished. But, on the other hand, X-rays were of the greatest value to the surgeon in telling him whether the parts were in strict alignment, and to obtain this imust be one of the first aims of treatment; and again were of help in warning him of the cases in which he should not operate, as there was a class of cases in which degenerative changes had already taken place in the bone, so that operative treatment was, under ordinary conditions, not advisable. In these senile, fragile bones the X-ray showed an unusual translucency of the bony parts and pencilling of the cancellous tissue. Having once tried to put a plate on to the shaft of the femur in such a case, he was now wary about neglecting the contra-indications afforded him by X-rays.
Mr. W. H. CLAYTON-GREENE said the paper gave him a great deal of valuable information, by which he hoped he would profit. He cordially agreed with what Mr. Robert Jones said concerning passive movement. He was brought up to practise movement in connexion with fractures, and he was convinced that it was often practised to the detriment of many patients. He had frequently seen bad results follow passive movement, notwithstanding the care which had been used, especially in one case where traumatic arthritis supervened, and in which passive movements were persisted in, but failed to restore movement. In another recent case he determined to stop all movements, and did so for a month, and, to his great surprise and gratification, he fouind the joint had become movable. It was curious that surgeons should so depart fronm the ordinary principles of treatment in connexion with fractures as to make such free use of passive movements. The first object in treatment of a wound or lesion was to give the part rest, yet they were told that in such a serious injury as fracture movement should be commenced as soon as the third day. In the case of separation of the lower epiphysis of the humerus, if he could get the fragments into good apposition, he did not attempt movement before the fourteenth day, and he was satisfied with the result. He had had only a limited experience of fracture and dislocation of the upper end of the humerusthree recent cases, one old. The old case was that of an engineer, who had fallen upon his shoulder and received an injury, which was treated as a dislocation. It was apparently reduced, and he saw him seventeen weeks afterwards with a completely stiff joint. The head of the bone was not in its normal place, and a skiagram showed a dislocated head. He could not agree with Mr. Jones that the functional result was good. He (Mr. Clayton-Greene) excised the head of the bone, and the man improved, but he was not very pleased with the result. In the other three cases he operated immediately, and excised the dislocated head, and made no attempt to wire the bones. In the cases he had had there was much comminution, and an attempt to fix the mosaic of bone would, he thought, result in a stiff joint. The result of complete excision of the dislocated head was good. He asked whether Mr. Jones's experience was similar in such cases. With regard to fractures about the elbow-joint, he agreed with previous speakers who had advocated operation in certain cases. He had had a proportion of fractures above the condyles in which he had been unable to manipulate the fragments into position. They were cases with so much swelling that one could not consider bringing the arm to an acute angle; it was often impossible to get it to a right angle; the skin was tense, and often had blebs upon it, and there was much blood between the muscles and beneath the periosteum. If operation were delayed in such cases, there was so much fixation of the parts that the deformity could not be rectified. He had rarely to put in foreign material, because in most cases it was easy to get the fragments to interlock by leverage, and put the arm up into an acute position after having let out the ha3morrhage which had been preventing flexion. He had an X-ray picture taken to show whether there was extreme deformity, and if he could not get the arm into that position he operated. With regard to the hip, Mr. Jones was opposed to operative treatmnent in intracapsular fracture, but he would ask him if he would be opposed to intracapsular fracture being so treated in a young adult. Recently he saw a man, aged 36, who sustained an injury to his hip three weeks previously. He thought it probably was extracapsular fracture, but there was not sufficient thickening about the great trochanter. He was X-rayed, and that showed a typical intracapsular fracture. There was adduction and commencing coxa vara, so he was put up with the limb abducted, and extension was applied.
Three weeks later he tunnelled through the base of the trochanter and fixed the head of the femur to the neck with a screw. The result was perfect. Another speaker had referred to the separation of the lower epiphysis of the femur. It was a rare accident, and he had only had one case of the kind. It was usually caused by rotatory violence. There was much damage, and in his own case the biceps was ruptured and all attempts to bring about reduction failed. So did a further attempt by an open operation until the tension of the quadriceps was relieved by fairly free section of the muscle. That muscle seemed to form a firm strap, fixing the separated epiphysis to the front of the femur. He saw the report of a case in which a good result was obtained by sawing through the tubercle of the tibia, and so freeing the tension of the quadriceps by mobilizing the ligamentum patellae. It was impossible in such cases to effect reduction until the tension of the quadriceps had been relieved. He had the same difficulty which others had: he could not keep the fragments in position until he had screwed them, because the condyle had a tendency to slip forward. So in certain cases of separation of the lower epiphysis of the femur and of the lower end of the humerus he strongly advocated operative treatment.
Mr. H. P. SYMONDS said he had seen many fractures of the humerus in young people imitate dislocation, and he did the open operation to remove the upper end of the lower fragment, using no splint but leaving it in a sling. He had done the same with the lower end of the humerus. In this case the lower end of the upper fragment acted like a wedge, and the removal of that piece of bone did no harm. No passive movements were needed, but gentle massage and a bandage gently applied. That had been his practice in all such cases lately.
